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W000102

This visit was for a post-certification
revisit (PCR) survey to the recertification
and state licensure survey completed on
11/12/14.

This visit was in conjunction with the
investigation of complaint #IN00162396.

Survey dates: January 13, 14, 15 and 21,
2015

Facility Number: 000961
Provider Number: 15G447
AIM Number: 100244750

Surveyor:
Paula Eastmond, QIDP-TC

These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 1/27/15 by Ruth
Shackelford, QIDP.

483.410

GOVERNING BODY AND MANAGEMENT
The facility must ensure that specific
governing body and management
requirements are met.

Based on observation, interview and
record review, the facility failed to meet
the Condition of Participation:
Governing Body for 2 of 4 sampled
clients (B and C) and for 1 additional

W000000

W000102

CORRECTION: The facility
must ensure that specific
governing body and management
requirements are met.
Specifically, the governing body
has facilitated the following:

02/20/2015

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

1I8FZ12 Facility ID: 000961 If continuation sheet

Page 1 of 76




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/06/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: .\ BULLDING 00 COMPLETED
15G447 B: WING 01/21/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
4114 KNOLLTON RD
VOCA CORPORATION OF INDIANA INDIANAPOLIS, IN 46228
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ROVIDERS PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
client (H). The governing body failed to The investigation into Client H's
ensure the facility did not neglect client g::r?\lls:;?egjury on 11/5/14 has
C, conducted thorough investigations in The Residential Manager
regard to neglect and/or injuries of responsible for failing to complete
unknown source for clients B, C and H, thorough investigations of Client
and to ensure corrective measures/actions C's falls and Client B, C and H's
were taken to protect client C from falls. injuries of unknown origin has
been removed from the facility
.- . and no longer serves in a formal
Findings include: supervisory capacity.
ADDENDUM 2/17/15: The
1. The governing body failed to ensure Operations Team, including
the facility met the Condition of the P"°9_"am_ Manager and
Participation: Client Protections for 2 of QIDP;_W'ItI_d'rec_It_:Z oversee all
4 sampled clients (B and C) and for 1 ::: :;: ;::i ::: na : er will
additional client (H). The governing receive additional training
body failed to ensure the facility toward assisting with
implemented its written policy and gathering evidence, including
procedures to prevent neglect of client C conducting thorough witness
in regard to falls. The governing body mterwe_ews. The Clinical
. > Supervisor and Program
failed to ensure the facility conducted Manager will assure that
thorough investigations in regard to all conclusions are developed
allegations of abuse, neglect and/or that match the collected
injuries of unknown source for clients B, e‘fide"ce' The governing Body
C and H. The governing body failed to will ass‘_':?;‘_" c‘;mplete
ensure the facility developed corrective ::3::3:;::;;; discovered
actions/measures for client C in regard to injuries that require outside
falls which occurred in the bathroom. medical treatment. When any
Please see W122. evidence of staff negligence
is uncovered or alleged the
. . Operations Team will take
2. The. govgmmg body f.alled .to ensurfe control of all aspects of the
the facility implemented its written policy investigation process.
and procedures to prevent neglect of the
client in regard to falls in the bathroom to
prevent potential falls and injuries for
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client C. The governing body failed to
ensure the facility implemented its
. . Client C has begun receiving
written policy and procedures to conduct . .
. o . twice weekly physical therapy
thorough investigations in regard to sessions and a daily home
allegations of abuse, neglect and/or exercise program has been
injuries of unknown source for clients B, initiated to enhance Client C's
C and H, and to ensure corrective core strength to diminish the
measures were put in place for client C in incidence of falls such as
L. .. occurred on 12/12/14 and
regard to monitoring and supervision. 12/15/14. An Occupational
The governing body failed to ensure the Therapy evaluation has been
facility conducted thorough scheduled for Client C to evaluate
investigations in regard to allegations of the effectiveness of current
possible neglect and/or injuries of adaptive equipment and to obtain
unknown source for clients B, C and H. recommendations for _
] ) enhancements. In the interim,
The governing body failed to ensure the after appropriate due process,
facility put in place corrective measures the team will provide the
to prevent client C from falling in the following adaptive modifications:
bathroom. Please see W104. the seat belt will be re-fitted to
Client C's wheelchair and a chair
alarm will be installed to alert
9-3-1(2) staff when the seat belt has
become unfastened. Client C will
receive enhanced supervision
—line of sight observation and 15
minute checks while in her
bedroom. A bed alarm and audio
monitor will be placed in her
bedroom. The team will also
provide a modified toilet seat
with side rails. The nurse will
modify Client C's Comprehensive
High Risk Plan for falls to clarify
the expectations for “stand by”
assistance while Client C is in the
bathroom including but not
limited to hands on use of a gait
belt at all time while client C is
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1I8FZ12 Facility ID: 000961 If continuation sheet Page 3 of 76




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/06/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G447

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
4114 KNOLLTON RD
INDIANAPOLIS, IN 46228

00

X3) DATE SURVEY

COMPLETED
01/21/2015

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

toileting and showering.

PREVENTION:

ADDENDUM 2/17/15: A
tracking spreadsheet for
incidents requiring
investigation, follow-up and
corrective/protective
measures will be maintained
and distributed daily to
facility supervisors and the
Operations Team. The Clinical
Supervisor (Administrative
level management) will meet
with his/her facility
management teams weekly
to review the progress made
on all investigations that are
open for their homes.
Residential Managers will be
required to attend and sign
an in-service at these
meetings stating that they
are aware of which
investigations with which
they are required to assist, as
well as the specific
components of the
investigation for which they
are responsible, within the
five business day timeframe.
The Clinical Supervisor will
review each investigation to
ensure that they are
thorough —meeting
regulatory and operational
standards, and will not
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designate an investigation, as
completed, if it does not meet
these criteria. The Program
Manager will also conduct
spot checks of investigations,
focusing on serious incidents
that could potentially have
occurred as a result of staff
negligence. The Clinical
Supervisors will provide
weekly updates to the
Program Manager on the
status of investigations.
Failure to complete thorough
investigations within the
allowable five business day
timeframe will result in
progressive corrective action
to all applicable team
members.

The Residential Manager will
develop and maintain a staffing
matrix that assures adequate
direct support staff who possess
the training, skills and capabilities
to provide appropriate active
treatment and assure the health
and safety of clients at all times.
Members of the Operations Team
and the QIDP will conduct active
treatment observations and
documentation reviews no less
than five times weekly for the next
21 days, no less than 3 times
weekly for an additional 14 Days,
and no less than twice weekly for
an additional 60 Days. At the
conclusion of this period of
intensive administrative
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monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility.
Administrative support at the
home will focus on mentorship
and training of supervisory staff,
monitoring and coaching of direct
support staff, and evaluation of
the effectiveness of current risk
plans and safety protocols.
RESPONSIBLE PARTIES:
QIDP, Residential Manager,
Team Leader, Operations Team
W000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on observation, interview and W000104 CORRECTION: The governing 02/20/2015
record review for 2 of 4 sampled clients boﬁy m:s;ex;ar C'S; genert ‘f"l
.. . policy, budget, and operating
(B and C) r?md for 1 ad.dltlonal chept (H), direction over the facility.
the governing body failed to exercise Specifically, the governing body
general policy and operating direction has facilitated the following:
over the facility to ensure the facility did Z_he '”Vesgga.t'o” |nto1 ?/“56/:; ':S
. iscovered injury on as
pot ne.glectt clle.nt C, conducted thorough been located.
investigations in regard to neglect and/or The Residential Manager
injuries of unknown source for clients B, responsible for failing to complete
C and H, and to ensure corrective thorough investigations of Client
measures/actions were taken to protect CS f‘?”s and Client B, C ?”d H's
client C from falls. injuries of unknown origin ha_ls
been removed from the facility
o ) and no longer serves in a formal
Findings include: supervisory capacity.
ADDENDUM 2/17/15: The
1. The governing body failed to exercise Operations Team, including
general policy and operating direction the Program Manager and
o .. QIDP, will directly oversee all
over the facility to ensure the facility
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implemented its written policy and investigations. The
procedures to prevent neglect of the Resifiential _N!anager ‘_"i_"
client in regard to falls in the bathroom to recelve add_ltl_onal t_rammg
al fall d iniuries f toward assisting with
prfavent potential fa s an mJurle.S or gathering evidence, including
client C. The governing body failed to conducting thorough witness
exercise general policy and operating interviews. The Clinical
direction over the facility to ensure the Supervisor and Program
facility implemented its written policy Manager will assure that
and procedures to conduct thorough conclusions are developed
. p R . g that match the collected
investigations in regard to allegations of evidence. The governing Body
abuse, neglect and/or injuries of unknown will assume complete
source for clients B, C and H, and to responsibility for
ensure corrective measures were put in investigating any discovered
. . .. injuries that require outside
place for client C in regard to monitoring .
d . . Pl 14 medical treatment. When any
and supervision. Please see W149. evidence of staff negligence
is uncovered or alleged the
2. The governing body failed to exercise Operations Team will take
general policy and operating direction control of all aspects of the
over the facility to ensure the facility Investigation process.
conducted thorough investigations in
regard to allegations of possible neglect
and/or injuries of unknown source for
clients B, C and H. Please see W154.
Client C has begun receiving
. . . twice weekly physical therapy
3. The gov.ernmg body fglled Fo ex.er01se sessions and a daily home
general policy and operating direction exercise program has been
over the facility to put in place corrective initiated to enhance Client C’s
measures to prevent client C from falling core strength to diminish the
in the bathroom. Please see W157. incidence of falls such as
occurred on 12/12/14 and
12/15/14. An Occupational
9-3-1(a) Therapy evaluation has been
scheduled for Client C to evaluate
the effectiveness of current
adaptive equipment and to obtain
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recommendations for
enhancements. In the interim,
after appropriate due process,
the team will provide the
following adaptive modifications:
the seat belt will be re-fitted to
Client C's wheelchair and a chair
alarm will be installed to alert
staff when the seat belt has
become unfastened. Client C will
receive enhanced supervision
—line of sight observation and 15
minute checks while in her
bedroom. A bed alarm and audio
monitor will be placed in her
bedroom. The team will also
provide a modified toilet seat
with side rails. The nurse will
modify Client C's Comprehensive
High Risk Plan for falls to clarify
the expectations for “stand by”
assistance while Client C is in the
bathroom including but not
limited to hands on use of a gait
belt at all time while client C is
toileting and showering.

PREVENTION:

ADDENDUM 2/17/15: A
tracking spreadsheet for
incidents requiring
investigation, follow-up and
corrective/protective
measures will be maintained
and distributed daily to
facility supervisors and the
Operations Team. The Clinical
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Supervisor (Administrative
level management) will meet
with his/her facility
management teams weekly
to review the progress made
on all investigations that are
open for their homes.
Residential Managers will be
required to attend and sign
an in-service at these
meetings stating that they
are aware of which
investigations with which
they are required to assist, as
well as the specific
components of the
investigation for which they
are responsible, within the
five business day timeframe.
The Clinical Supervisor will
review each investigation to
ensure that they are
thorough —meeting
regulatory and operational
standards, and will not
designate an investigation, as
completed, if it does not meet
these criteria. The Program
Manager will also conduct
spot checks of investigations,
focusing on serious incidents
that could potentially have
occurred as a result of staff
negligence. The Clinical
Supervisors will provide
weekly updates to the
Program Manager on the
status of investigations.
Failure to complete thorough
investigations within the
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WO000122 | 483.420

allowable five business day
timeframe will result in
progressive corrective action
to all applicable team
members.

The Residential Manager will
develop and maintain a staffing
matrix that assures adequate
direct support staff who possess
the training, skills and capabilities
to provide appropriate active
treatment and assure the health
and safety of clients at all times.
Members of the Operations Team
and the QIDP will conduct active
treatment observations and
documentation reviews no less
than five times weekly for the next
21 days, no less than 3 times
weekly for an additional 14 Days,
and no less than twice weekly for
an additional 60 Days. At the
conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility.
Administrative support at the
home will focus on mentorship
and training of supervisory staff,
monitoring and coaching of direct
support staff, and evaluation of
the effectiveness of current risk
plans and safety protocols.
RESPONSIBLE PARTIES:

QIDP, Residential Manager,
Team Leader, Operations Team
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CLIENT PROTECTIONS
The facility must ensure that specific client
protections requirements are met.
Based on observation, interview and WO000122 CORRECTION: The facility 02/20/2015
record review the facility failed to meet must ensure thazf specific client
the Conditi £ Participation: Client protections requirements are met.
¢ Condition of Farticipation: Clien Specifically: ~ The facility has
Protections for 2 of 4 sampled clients (B located the investigation into
and C) and for 1 additional client (H). Client H's discovered injury on
The facility failed to implement its 11/5/14.
. . The Residential Manager
written policy and procedures to prevent i o
: feli Ci dto falls. Th responsible for failing to complete
neg ?Ct 0 'c tent C in regard to falls. © thorough investigations of Client
facility failed to conduct thorough C's falls and Client B, C and H's
investigations in regard to all allegations injuries of unknown origin has
of abuse, neglect and/or injuries of been removed from the facility
unknown source for clients B, C and H. and no longer serys/s in a formal
. . . supervisory capacity.
The facility failed tf) ensure corre'ctlve . ADDENDUM 2/17/15: The
measures were put in place for client C in Operations Team, including
regard to falls which occurred in the the Program Manager and
bathroom. QIDP, will directly oversee all
investigations. The
Findings include: Re5|fient|al _N!anager \_m.ll
receive additional training
o ) ) ) toward assisting with
1. The faClllty failed to lmplement 1ts gathering evidence, including
written policy and procedures to prevent conducting thorough witness
neglect of the client in regard to falls in interviews. The Clinical
the bathroom to prevent potential falls Supervisor _and Program
C e . .. Manager will assure that
and injuries for client C. The facility .
) . ] ] ) conclusions are developed
failed to implement its written policy and that match the collected
procedures to conduct thorough evidence. The governing Body
investigations in regard to allegations of will assume complete
abuse, neglect and/or injuries of unknown responsibility for
source for clients B, C and H, and to !n\_les_tlgatmg any.dlscove_red
. . injuries that require outside
ensure corrective measures were put in medical treatment. When any
place for client C in regard to monitoring evidence of staff negligence
is uncovered or alleged the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1I8FZ12 Facility ID: 000961 If continuation sheet Page 11 of 76
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Please see W154.

W157.

9-3-2(a)

and supervision. Please see W149.

3. The facility failed to put in place

2. The facility failed to conduct thorough
investigations in regard to allegations of
possible neglect and/or injuries of
unknown source for clients B, C and H.

corrective measures to prevent client C
from falling in the bathroom. Please see

Operations Team will take
control of all aspects of the
investigation process.

Client C has begun receiving
twice weekly physical therapy
sessions and a daily home
exercise program has been
initiated to enhance Client C's
core strength to diminish the
incidence of falls such as
occurred on 12/12/14 and
12/15/14. An Occupational
Therapy evaluation has been
scheduled for Client C to evaluate
the effectiveness of current
adaptive equipment and to obtain
recommendations for
enhancements. In the interim,
after appropriate due process,
the team will provide the
following adaptive modifications:
the seat belt will be re-fitted to
Client C's wheelchair and a chair
alarm will be installed to alert
staff when the seat belt has
become unfastened. Client C will
receive enhanced supervision
—line of sight observation and 15
minute checks while in her
bedroom. A bed alarm and audio
monitor will be placed in her
bedroom. The team will also
provide a modified toilet seat
with side rails. The nurse will
modify Client C's Comprehensive
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High Risk Plan for falls to clarify
the expectations for “stand by”
assistance while Client C is in the
bathroom including but not
limited to hands on use of a gait
belt at all time while client C is
toileting and showering.

PREVENTION:

ADDENDUM 2/17/15: A
tracking spreadsheet for
incidents requiring
investigation, follow-up and
corrective/protective
measures will be maintained
and distributed daily to
facility supervisors and the
Operations Team. The Clinical
Supervisor (Administrative
level management) will meet
with his/her facility
management teams weekly
to review the progress made
on all investigations that are
open for their homes.
Residential Managers will be
required to attend and sign
an in-service at these
meetings stating that they
are aware of which
investigations with which
they are required to assist, as
well as the specific
components of the
investigation for which they
are responsible, within the
five business day timeframe.
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The Clinical Supervisor will
review each investigation to
ensure that they are
thorough —meeting
regulatory and operational
standards, and will not
designate an investigation, as
completed, if it does not meet
these criteria. The Program
Manager will also conduct
spot checks of investigations,
focusing on serious incidents
that could potentially have
occurred as a result of staff
negligence. The Clinical
Supervisors will provide
weekly updates to the
Program Manager on the
status of investigations.
Failure to complete thorough
investigations within the
allowable five business day
timeframe will result in
progressive corrective action
to all applicable team
members.

The Residential Manager will
develop and maintain a staffing
matrix that assures adequate
direct support staff who possess
the training, skills and capabilities
to provide appropriate active
treatment and assure the health
and safety of clients at all times.
Members of the Operations Team
and the QIDP will conduct active
treatment observations and
documentation reviews no less
than five times weekly for the next
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21 days, no less than 3 times
weekly for an additional 14 Days,
and no less than twice weekly for
an additional 60 Days. At the
conclusion of this period of
intensive administrative
monitoring and support, the
Operations Team will determine
the level of ongoing support
needed at the facility.
Administrative support at the
home will focus on mentorship
and training of supervisory staff,
monitoring and coaching of direct
support staff, and evaluation of
the effectiveness of current risk
plans and safety protocols.
RESPONSIBLE
PARTIES: QIDP, Residential
Manager, Team Leader, Direct
Support Staff, Operations Team
WO000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on observation, interview and W000149 CORRECTION: The facility 02/20/2015
record review for 2 of 4 sampled clients wg;;ge‘;‘elfsi‘; Sa';‘; (’jm’;(’)ecr;’sg;‘es
(B and C) and for 1 additional client (H), o pm‘;ﬂbit mstroatment. no Jloct
the facility neglected to implement its or abuse of the client. Specifically:
written policy and procedures to prevent The facility has located the
neglect of the client in regard to falls in investigation into Client H's
the bathroom to prevent potential falls dlscove.red |.nJury on 11/5/14.
L. . The Residential Manager
and injuries. The facility neglected to responsible for failing to complete
implement its written policy and thorough investigations of Client
procedures to conduct thorough C's falls and Client B, C and H's
investigations in regard to allegations of injuries of unknown origin has
abuse, neglect and/or injuries of unknown been removed from the faility
and no longer serves in a formal
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1I8FZ12 Facility ID: 000961 If continuation sheet Page 15 of 76
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source for clients B, C and H, and to supervisory capacity.
ensure corrective measures were put in ADDEN_DUM 2/ 17/_15= Tl!e
place for client C in regard to the client's Operations Team, including
fall the Program Manager and
alls. QIDP, will directly oversee all
investigations. The
Findings include: Residential Manager will
receive additional training
1. During the 1/13/15 observation period to:v:rd_ assisFLng with i
athering evidence, includain
between 5:04 PM and 6:45 PM and the g '9  Incticing
) ) conducting thorough witness
1/14/15 observation period between 6:14 interviews. The Clinical
AM and 8:30 AM, at the group home, Supervisor and Program
client C utilized a wheelchair for Manager will assure that
mobilization. Client C did not wear a conclusions are developed
seatbelt when in the wheelchair. Client C tha_:t match the coIIecFed
it bel d the client . evidence. The governing Body
wore.a gait belt .aroun the client's waist. will assume complete
Specifically during the 1/13/15 responsibility for
observation period, client C sat forward investigating any discovered
on the edge of wheelchair seat. Client C injuries that require outside
was verbally redirected to sit/scoot back m?d'cal treatment. w_hen any
. . . . evidence of staff negligence
in the wheelchair and to sit up straight. .
. ] : is uncovered or alleged the
During the 1/14/15 observation period, Operations Team will take
upon arrival, there were 2 direct care staff control of all aspects of the
(staff #4 and #6) and the group home investigation process.
manager (staff #1) at the group home.
Staff #6 was assisting clients to get up
and get dressed and staff #1 was assisting
client #8 to prepare breakfast. Staff #4
was in the medication room passing the Client C has begun receiving
morning medications. Staff #4 stayed in twice weekly physical therapy
.. . sessions and a daily home
the medication room the entire i
) ) exercise program has been
observation period except to come out of initiated to enhance Client C's
the medication room to get clients for her core strength to diminish the
morning medications. Staff #4 did not incidence of falls such as
assist with the breakfast meal when occurred on 12/12/14 and
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clients were not getting medications. 12/15/14. An Occupational
Staff #4 wore a nasal oxygen tube while Therapy evaluat_ion has been
carrying a portable oxygen container with scheduled_ for Client C to evaluate
her. Duri he 1/14/15 ab the effectiveness of current
er. ur.mgt e. . above ) adaptive equipment and to obtain
observation period, client C required recommendations for
stand by and/or physical assistance when enhancements. In the interim,
transferring from her wheelchair to the after appropriate due process,
couch. Staff #1 physically assisted client ]Ehﬁ team WcII" ptr_owde t:? "
. . . ' . ollowing adaptive modifications:
C to stand while grz?bblng the client's gait the seat belt will be re-fitted to
belt to steady the client during the Client C's wheelchair and a chair
transfer. Client D required staff alarm will be installed to alert
assistance when walking as the client was staff when the seat belt has
blind. Client E required staff physical become unfastened. Client C will
. . receive enhanced supervision
assistance as well when ambulating as the A ] i
i - —line of sight observation and 15
client used a wal}<er and wo.re a gait belt minute checks while in her
for transfers. Client B required staff bedroom. A bed alarm and audio
supervision and monitoring due to the monitor will be placed in her
client's behavior of trying to get into the bedroom. The team will also
kitchen to drink tea (Coffee). provide a modified toilet seat
with side rails. The nurse will
e o modify Client C's Comprehensive
The facility's reportable incident reports, High Risk Plan for falls to clarify
the facility's internal Incident/Accident the expectations for “stand by”
Reports (IARs) and/or investigations assistance while Client C is in the
were reviewed on 1/14/15 at 11:17 AM. l?at_hroom including but not _
The facility's reportable incident reports, limited to hands on use ofa Qa't
. L. L belt at all time while client C is
IARs and/or investigations indicated the toileting and showering.
following (not all inclusive):
-11/11/14 "Upon arrival to group home
. T PREVENTION:
[client C] (An individual Supported by
Rescare) had just been assisted off the ADDENDUM 2/17/15: A
van and into the group home by staff. As tracking spreadsheet for
the staff continued to assist the other incidents requiring
individuals off the van (sic) [client C] investigation, follow-up and
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1I8FZ12 Facility ID: - 000961 If continuation sheet Page 17 of 76
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wheeled herself into the bathroom corrective/protective
without asking someone to assist her. measures will be n:naintained
While [client C] was in the bathroom she ::ql_"it;st"b:te‘_j :a": t: the
. cility supervisors an
procseeded to take off her brief and Pants Operations Team. The Clinical
causing her to fall to her knees causing an Supervisor (Administrative
(sic) half inch in diameter injury to the level management) will meet
right knee. The area was cleaned with with his/her facility
peroxide and ointment applied to the area :nana?em::t teams weeklz
. . . . o review the progress made
and covered with bandaide (sic)...[Client . € prog
. . . on all investigations that are
C] has a high risk plan for falls in place open for their homes.
and staff will continue to implement her Residential Managers will be
plan and give her moral support. The required to attend and sign
interdisciplinary team will be meeting to an injservice at these
determine other ways to ensure [client meetings statmg_ that they
, foty." are aware of which
C's] safety. investigations with which
they are required to assist, as
-12/12/14 "As I (staff #5) brushed [client well as the specific
C's] head she was complaining of pain on components of the
her head where I brushed. I asked her |nvest|gat|o_|:)lfor w:'fh :::ey
. are responsible, within the
what was wrong (sic) she stated that she . P -
) ] five business day timeframe.
fell as she got up off the toilet and hit her The Clinical Supervisor will
head on the toilet seat." The IAR review each investigation to
indicated "...There is a scratch that is a ensure that they are
(sic) inch long it is red and sore to the thorough —meeting
touch (sic)." regulatory and operational
' standards, and will not
. designate an investigation, as
The facility's 12/31/14 follow-up report completed, if it does not meet
o the reportable incident repo ese criteria. The Program
to the 12/12/14 reportabl dent report th teria. The P
indicated "[Client C's] injury has healed Manager will also conduct
and no further medical treatment was spot ‘_:heCks of |_nves_t|g?t|ons,
. . o focusing on serious incidents
needed. In doing the investigation it was -
that could potentially have
reported from the staff that worked that occurred as a result of staff
evening [client C] was assisted to the negligence. The Clinical
bathroom into her bed with no injuries Supervisors will provide
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occurring that evening. [Client C] weekly updates to the
however said that she had fell (sic) and Program I_Vlanag_er on the
could not remember when she fell. Staff :;?ItuseotfolnzeStIIZ:::I:‘:.o h
. . . . ilure to com rou
are being retrained on [client C's] high investigationsr\:vithin the 9
risk plan for falls and will monitor [client allowable five business day
C] more closely." timeframe will result in
progressive corrective action
The facility's 12/12/14 attached witness to allbappllcable team
. S embers.
statements/investigation in regard to the members
injury of unknown source indicated only
2 direct care staff were interviewed in The Residential Manager will
regard to client C's injuries. The staffs' de"t‘?loi’ha?d malntalnda staTng
witness statements indicated the matrix thal assures adequate
) direct support staff who possess
following: the training, skills and capabilities
to provide appropriate active
-Staft #7 was interviewed on 12/12/14. treatm(:nt anfd assure the health
Staff #7's witness statement indicated :/Inede:e?styo? t:l:eg:)Zf;t?;L\tserjr(aezm
"No she didn't fall at least I don't think and the QIDP will conduct active
she did. I didn't take her and usually she treatment observations and
would tell me if she fell. She would like dhocu?entation reviekYVano :‘eSS
© - than five times weekly for the next
(sic) T fall, I fall' 21 days, no less than 3 times
weekly for an additional 14 Days,
-Staff #8 was interviewed on 12/12/14. and no less than twice weekly for
Staff #8's witness statement indicated an addit.ional 60. Dayg. Atthe
"She didn't fall. I assisted her to the f&gigjg;gg:::ﬁ;&f of
bathroom. I assisted on the toilet and off monitoring and support, the
and into bed. No she didn't fall cause if Operations Team will determine
she did we would of (sic) needed to assist the level of ongoing support
her up together." needed at the facility.
p tog ) Administrative support at the
home will focus on mentorship
The facility's 12/12/14 investigation and training of supervisory staff,
indicated the facility attempted to monitoring and coaching of direct
interview all 8 clients who lived in the support s.taff, and evaluatlon.of
e L the effectiveness of current risk
group home. The facility's investigation plans and safety protocols.
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indicated client H was interviewed on
12/12/14 at 5:45 PM. Client H's witness
statement indicated "I didn't actually see
[staff #7] put [client C] on the toilet. I
think I seen (sic) her [staff #7] bring
[client C] to the bathroom and put her on
the toilet and told her not to move and
[client C] got up on her own and fell. 1
was in the living room and heard [client
C] yell. 1didn't see anything. I was in
the living room." The facility's
investigation neglected to indicate any
additional follow-up interviews and/or
questions were conducted in regard to
above mentioned statements. The
facility's investigation did not indicate the
environment was checked, did not have a
conclusion, and/or indicate any additional
recommendations for corrective actions.
The facility's 12/12/14 investigation
indicated the Qualified Intellectual
Disabilities Professional (QIDP)
conducted the facility's investigation.

-12/15/14 "Staff was assisting [client C]
(individual supported by ResCare) with
using the toilet. Staff turned to the side

to rinse a washcloth and [client C] fell off
the commode and hit her head resulting

in a 1/2 (one half inch) laceration. Staff
called 911 and EMS (Emergency Medical
Services) transported [client C] to the
[name of hospital] for evaluation and
treatment via ambulance. ER (emergency

RESPONSIBLE

PARTIES: QIDP, Residential
Manager, Team Leader, Direct
Support Staff, Operations Team
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room) personnel closed and dressed the
injury and released [client C] to ResCare
staff with wound care instructions.
[Client C] is resting comfortably at home
and staff will perform neuro
(neurological) checks for 24 hours per
protocol. [Client C] has a history of falls
and a Comprehensive High Risk Plan is
in place, the risk plan for falls directs
staff to provide her with stand-by
assistance while transferring to and from
the toilet. Preliminary inquiry suggests
staff followed the protocols in the plan.
The team is nonetheless investigating the
circumstances of the incident to assure
staff provided appropriate supports...."

The facility's 12/15/14 IAR indicated
"Staff was assisting [client C] with
morning hygiene and had her seated on
toilet. While staff was at face basin
[client C] leaned over and immediately
toopled (sic) over on to the floor. Staff
noticed blood forming under the left side
of her face...." The IAR indicated client
C had "...about a half inch cut on
forehead...." The 12/15/14 IAR was
filled out by staff #9.

The facility's 12/15/14 investigation
indicated staff #4 was also working at the
time of the incident. The facility's
12/15/14 investigation indicated staff #4
was interviewed on 12/15/14. Staff #4's
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witness statement indicated "...I (staff #4)
do not know. Only thing I know when I
came out of the other bathroom, [staff
#9] had knocked on the door and told me
[client C] had fell (sic) and it is so much
blood. I came out of the bathroom and
saw [client C] lying on her left side. So
instructed [staff #9] to call the nurse.
[Staff #9] came back and told me nurse
said to call 911 and she did. I said to
[staff #9] just let her lay until Amb.
(ambulance) comes."

The facility's 12/15/14 investigation
indicated client C was interviewed on
12/15/14. Client C's witness statement
indicated the client fell in the bathroom at
the back of the house. The witness
statement indicated client C could not
identify the staff who was with her.
Client H's 12/15/14 witness statement
indicated client H did not see when the
incident occurred. Client H's witness
statement indicated "...I didn't see I just
heard them talking [staff #9] and [staff
#4]...No, I just heard [staff #9] ask [staff
#4] to help her. I was in my room getting
dressed."

An attached 12/15/14 Progress Note
indicated "[Client C] had Nasty fall in the
bathroom this AM, while being assist
(sic) by staff member. Slid down off
toilet as staff was trying to wash her.
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[Client C] fell forward and hit her head.
Nurse was called and she stated to call
emerg. (emergency). She was then taken
to Hosp. (hospital) for observation." The
facility's investigation indicated "IDT
(interdisciplinary team) met and
discussed the different ways to help
prevent future falls such as seat belt for
wheelchair and bed alarm to alert staff
when she is getting out of bed or chair
without assistance. Also a
recommendation from ER physician to
schedule for PT (Physical Therapy) apt.
(appointment)." The facility's
investigation indicated the facility
neglected to include an interview with
staff #9, and/or any other staff who had
worked with the client to determine if
staff monitored client C while she was in
the bathroom. The facility's investigation
did not question and/or ask how client C
was placed on the toilet, and/or indicate
why client C was being washed while
sitting on the toilet. The facility's
investigation did not indicate where each
staff was specifically located when client
C fell off the toilet. The facility's
investigation neglected to address/put in
place corrective measures to protect
client C from potential falls in the
bathroom and/or injuries. The facility's
12/15/14 investigation indicated the
facility neglected to look at their staffing
levels to ensure the staff, who work,
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could meet the needs of the clients. The
facility's 12/15/14 investigation indicated
the QIDP completed the investigation.

Client C's record was reviewed on
1/14/15 at 1:16 PM. Client C's 12/15/14
Record Of Visit (ROV) indicated client C
was seen at a local hospital due to a fall.
The ROV indicated client C had a
"Forehead laceration. Normal head CT
(cat scan) and cervical spine CT. Keep
wound dry for 24 hours then wash as
usual. Watch for signs of infection.
Recommend PT for strengthening and
fall prevention."

Client C's 12/12/14 ROV indicated client
C was seen at the ER due to a fall. The
ROV indicated "Frontal Forehead
bruising & (and) Abrasion. Forehead
contusion/Abrasion. Head Injury
instructions. Tylenol for pain."

Client C's 12/15/14 nurse note indicated
the facility's nurse went to the group
home to assess client C after she returned
from the ER. The nurse note indicated
the nurse had watched facility staff
transfer the client from the wheelchair to
the bed and from the wheelchair to the
commode using a gait belt and pivot to
assist with the transfer. The nurse note
indicated "...Consumer had a folded up
piece of gauze covering the wound on
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forehead from fall, secured with
transparent medical tape. Staff reported
that while in the ER, the doctor there
used a glue-like substance to close the
wound together. Staff also reported that
the ER doctor had advised not to cleanse
the area until the next day. The size of
the wound was approx. (approximately) 1
inch in length...Consumer was present
during the IDT meeting, and it was
discovered that she 'scoots' herself around
in her wheelchair, but she leans forward
in order to do this." Client C's nurse
notes and/or record indicated the facility
neglected to indicate when and/or if a PT
evaluation had been set up/scheduled.

Client C's 5/13/14 Health Supports
Addendum indicated client C has an
unsteady gait. The addendum indicated
"...In the past, [client C] has had several
injuries as a result of falls; therefore
[client C] currently utilizes a
wheelchair...Even though [client C]
utilizes a wheelchair, she still continues
to require prompting to use it properly
and requires assistance to move into seats
from her wheelchair...She will continue
to have a PT evaluation annually...."

Client C's 5/13/14 Individual Support
Plan (ISP) indicated "...3.) [Client C]
does not utilize proper precautions when
ambulating her wheelchair, despite staff
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prompting her otherwise. She needs
several redirections to make sure her seat
belt is fasten (sic), the team agreed to
continue this goal (to utilize her
wheelchair in an appropriate manner). 4.)
[Client C] is still having slight problems
in asking for assistance in doing things
that require her to get out of her
wheelchair...In the past, [client C] has
been noted as falling when trying to
move out of her wheelchair."

Client C's undated Decreased Mobility
High Risk Health Plan indicated client C
used a wheelchair for all mobility. The
risk plan indicated "...4. Staff to provide
hands-on assistance when entering and
exiting the van. 5. Staff to provide
standby assistance during in home
ambulation exercises. 6. Staff to provide
at least standby assistance during
showering/bathing/toileting. 7. Should
fall occur NOTIFY the nurse
immediately...."

Client C's record indicated client C had
ResCare's undated policy titled FALL
PREVENTION PROTOCOL in the
client's record. The undated policy
indicated "POLICY: Falls occur among
people who are weak, fatigued,
uncoordinated, paralyzed, confused or
disoriented. The data obtained from the
fall risk assessment will identify which
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individuals require special measures to
prevent falls. The risk for falls can be
reduced by several factors as outlined
below.

PROCEDURE:

1. Staff should orient the person to the
environment.

2. Staff should provide nonskid
footwear, mats and rugs.

3. Adequate lighting in the environment.
4. Close supervision, when applicable.

5. Place beds in lowest appropriate
position as defined by the IDT.

6. Side rails up if applicable.

7. Provide ambulatory aids, when
applicable.

8. Assess medications administered that
increase risk of falling.

9. Should fall occur staff will notify
nurse immediately...

13. IDT will meet to discuss
individualized fall prevention per
ISP/BSP (Behavior Support Plan) or
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other safety protocols, when applicable."

Client C's record indicated the following
IDT Meeting notes (not all inclusive):

-11/6/14 Client C's IDT met to follow up
on falls and ER visit. The IDT note
indicated on 7/26/14 "...[Client C] fell
out (sic) the bed getting out without
asking for assistance. The team decided
to put her wheelchair away from her bed
so she can call for help. Staff also have
to redirect her housemate not to try to
help without staff assistance...."

-11/19/14 "...[Client C] fell in the
bathroom trying to toilet herself
independently. Staff will push [client C]
to the bathroom as soon as she gets off
the van and assist her to prevent future
falls."

-12/15/14 "12/12/14 - [Client C] had a
scratch on her head that was noticed by
staff when they were brushing her hair.
[Client C] said she fell. [Client C] is
unable to get herself off the floor so an
investigation is being conducted to
determine what happened.

-12/15/14- [Client C] fell off the toilet
while completing her ADL's (Adult Daily
Living skills). Staff said she turned to
wash out the face towel and [client C]
some how lost balance and fell off the
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toilet. Staff assisted [client C] off the
floor. [Client C] had a gash on her
forehead. She was taken to ER where
she was treated and released. As a
prevention method [client C] needs a seat
belt for her wheelchair. The team also
discussed [client C] having her gait belt
secured around her and the safety bars
when she is on the toilet to prevent her
falling. [Client C] would also benefit
from a bed and chair alarm to alert staff
when she is trying to get out the chair
with assistance (sic). If any of these
suggestions require HRC (Human Rights
Committee approval it will be obtained
after this plan is reviewed by the
management committee." Client C's
above mentioned IDT meeting notes, ISP
and/or record indicated the facility
neglected to develop a specific risk plan
in regard to client C's falls. Client C's
above mentioned IDT notes and/or record
also indicated the facility neglected to
specifically indicate how facility staff
were to monitor/supervise client C while
in the bathroom to prevent potential falls
and/or injuries.

Confidential interview A stated client C
had fallen in the past, but had "no falls
lately." Confidential interview A
indicated staff were to be in the bathroom
with client C when she was in the
bathroom. Confidential interview A
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stated "She can't stand on her own."
When asked how many staff normally
work in the morning, confidential
interview A stated "Two for the most

pa ‘ll

Confidential interview B stated when
asked how client C was to be
supervised/monitored in the bathroom,
"Help her in there. Help on commode.
Maneuver to sit down and hold onto gait
belt. We come out and then she calls us
when ready. We go back in there and
help her up and hold onto gait belt."
Confidential interview B indicated client
C was to hold on to the safety bar in the
bathroom as well. When asked how
often client C fell, confidential interview
B stated "Not that much. She will jump
up from wheelchair unlocked and fall.
We hear hollering and find her on floor."

Interview with staff #4 on 1/14/15 at 7:35
AM indicated client C fell last month.
Staff #4 stated a staff was giving the
client a "sponge off. Turned to rinse
wash cloth off. She (client C) fell on
floor." When asked if client C had fallen
on the floor before, staff #4 stated "Quite
a few times, but not fallen on my shift."

Interview with Clinical Supervisor (CS)
#1, the QIDP and LPN #1 on 1/14/15 at
3:35 PM indicated client C was a fall

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

1I8FZ12 Facility ID: - 000961 If continuation sheet

Page 30 of 76




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/06/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G447

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE

4114 KNOLLTON RD
INDIANAPOLIS, IN 46228

00

X3) DATE SURVEY

COMPLETED
01/21/2015

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

risk. The CS indicated 2 staff (staff #4
and staff #9) were working on 12/15/14
when client C fell off the toilet. CS #1
and the QIDP indicated staff #9 was in
the bathroom when client C fell off the
toilet. The QIDP indicated she did not
question staff as to why client C was
being washed off on the toilet. The QIDP
and CS #1 indicated there were no
additional staff interviews/conducted.

CS #1 and the QIDP indicated the facility
did not obtain a witness statement from
staff #9. CS #1 indicated staff #9 filled
out the incident report and the facility
considered that her witness statement.
When asked how the client fell off the
toilet, the QIDP stated "She leaned
forward and fell." The QIDP and CS #1
indicated the facility's investigation did
not look at how client C was placed/sat
on the toilet by staff to ensure the client
was properly placed on the toilet. CS #1
indicated 2 facility staff normally worked
in the morning. CS #1 and the QIDP
indicated staff #4 was 1 of the 2 staff
who worked on the morning shift. CS #1
indicated the facility neglected to look at
staffing levels at the group home to
ensure the facility staff, who worked in
the home, could meet the needs of the
clients. The QIDP indicated client C's
IDT met and reviewed the falls and made
recommendations. LPN #1 and the QIDP
indicated client C was to see the PT on
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1/15/15. The QIDP and LPN #1
indicated the IDT's recommendations to
obtain a seat belt and wheelchair/bed
alarms had not been purchased as they
were waiting on the PT evaluation to be
completed. The QIDP and LPN #1
indicated facility staff were to stay in the
bathroom with client C when she was
bathing and being toileted to prevent the
client from falling. The QIDP and CS #1
indicated the facility did not conduct any
additional interviews in regard to client
C's injury of unknown source of
12/12/14. QIDP #1 indicated client C
had indicated she fell. The QIDP and CS
#1 indicated only 2 staff were
interviewed and they did not know how
client C received the injury to the client's
head. The QIDP indicated facility staff
indicated client C did not fall. When
asked if client C's fall risk plan had been
updated, LPN stated "No." The QIDP
and LPN #1 indicated client C's mobility
risk plan and/or record did not indicate
how facility staff were to monitor client
C when in the bathroom to prevent
potential falls and/or injuries.

2. The facility failed to conduct thorough
investigations in regard to allegations of
possible neglect and/or injuries of
unknown source for clients B, C and H.
Please see W154.
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3. The facility failed to put in place
corrective measures to prevent client C
from falling in the bathroom. Please see
W157.

The facility's policy and procedures were
reviewed on 1/14/15 at 11:02 AM. The
facility's 2/26/11 policy entitled Abuse,
Neglect, and Exploitation indicated
"Adept staff actively advocate for the
rights and safety of all individuals. All
allegations or occurrences of abuse,
neglect, exploitation, or mistreatment
shall be reported to the appropriate
authorities through the appropriate
supervisory channels and will be
thoroughly investigated under the
policies of Adept, Rescare, and local,
state and federal guidelines." The
facility's policy defined neglect as
"...Failure to provide goods and/or
services necessary for the individual to
avoid physical harm. Failure to provide
the support necessary to an individual's
psychological and social well being.
Failure to meet the basic need
requirements such as food, shelter,
clothing and to provide a safe
environment...." The facility's 2/26/11
policy also indicated the facility's
investigations would indicate/include
"...Methods (corrective actions) to
prevent future incidents."
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This deficiency was cited on 11/12/14.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-2(a)
W000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on observation, interview and W000154 CORRECTION: The facility 02/20/2015
record review for 4 of 5 allegations of must have evidence that all
b lect and/or iniuri Funk alleged violations are thoroughly
abuse, neglect and/or mjuries ot unknown investigated. Specifically:  The
source reviewed, the facility failed to facility has located the
conduct thorough investigations in regard investigation into Client H's
to allegations of possible neglect and/or discovered injury on 11/5/14.
L. . The Residential Manager
injuries of unknown source for clients B, ) “
Cand H responsible for failing to complete
an : thorough investigations of Client
C’s falls has been removed from
Findings include: the facility and no longer serves
in a formal supervisory capacity.
1. During the 1/13/15 observation period QDDE':_DUMTZI 17/_15: ?e
erations Team, includin
between 5:04 PM and 6:45 PM and the P ! 9
) ) the Program Manager and
1/14/15 observation period between 6:14 QIDP, will directly oversee all
AM and 8:30 AM, at the group home, investigations. The
client C utilized a wheelchair for Residential Manager will
mobilization. Client C did not wear a receive add'iti-onal t'raining
seatbelt when in the wheelchair. Client C toward. asmsflng wnt!r .
¢ belt d the client' - gathering evidence, including
Wore'a gait be 'aroun e client's waist. conducting thorough witness
Specifically during the 1/13/15 interviews. The Clinical
observation period, client C sat forward Supervisor and Program
on the edge of wheelchair seat. Client C Manager will assure that
conclusions are developed
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was verbally redirected to sit/scoot back that match the collected
in the wheelchair and to sit up straight. e\{idence. The governing Body
During the 1/14/15 observation period, will ass‘_':_‘ﬁ cofmplete
upon arrival, there were 2 direct care staff :-:‘s;::tr;:;tni':tgy a:; discovered
(staff #4 and #6) and the group home injuries that require outside
manager (staff #1) at the group home. medical treatment. When any
Staff #6 was assisting clients to get up evidence of staff negligence
and get dressed and staff #1 was assisting is uncovered or alleged the
client #8 to prepare breakfast. Staff #4 Operations Team will take
control of all aspects of the
was in the medication room passing the investigation process.
morning medications. Staff #4 stayed in
the medication room the entire
observation period except to come out of ]
the medication room to get clients for her PREVENTION:
morning medications. Staff #4 did not ADDENDUM 2/17/15: A
assist with the breakfast meal when tracking spreadsheet for
clients were not getting medications. incidents requiring
Staff #4 wore a nasal oxygen tube while investigation, follow-up and
. . . corrective/protective
carrying ?1 portable oxygen container with measures will be maintained
her. During the 1/14/15 above and distributed daily to
observation period, client C required facility supervisors and the
stand by and/or physical assistance when Operations Team. The Clinical
transferring from her wheelchair to the Supervisor (Admi“is“_ati"e
couch. Staff#1 physically assisted client 'ef’e' n_1anageme_n_t) will meet
. . i . with his/her facility
C to stand while grabbing the client's gait management teams weekly
belt to steady the client during the to review the progress made
transfer. Client D required staff on all investigations that are
assistance when walking as the client was open for their homes.
blind. Client E required staff physical ReSif'e"tial Managers Wi_" be
assistance as well when ambulating as the req_ulred t? attend and sign
an in-service at these
client used a walker and wore a gait belt meetings stating that they
for transfers. Client B required staff are aware of which
supervision and monitoring due to the investigations with which
client's behavior of trying to get into the they are required to assist, as
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kitchen to drink tea (coffee). well as the specific
components of the
The facility's reportable incident reports, '"veSt'gat'o_" for “fh"_:h they
he facility's i | Incident/Accid are responsible, within the
the facility's mterna nFl ent. C.CI ent five business day timeframe.
Reports (IARs) and/or investigations The Clinical Supervisor will
were reviewed on 1/14/15 at 11:17 AM. review each investigation to
The facility's reportable incident reports, ensure that they are
IARs and/or investigations indicated the thorough —meeting
following (not all inclusive): regulatory and operational
g ustve). standards, and will not
designate an investigation, as
-12/12/14 "As I (staff #5) brushed [client completed, if it does not meet
C's] head she was complaining of pain on these criteria. The Program
her head where I brushed. I asked her Manager will al_so corjduc_t
what was wrong (sic) she stated that she spot ‘_:heCks of |_nves_t|g?t|ons,
fell h ffth 1 dhit h focusing on serious incidents
ell as she got upo the torlet and hut her that could potentially have
head on the tOllet Seat." The IAR occurred as a result of staff
indicated "...There is a scratch that is a negligence. The Clinical
(sic) inch long it is red and sore to the Supervisors will provide
touch (sic)." weekly updates to the
Program Manager on the
e status of investigations.
The facility's 12/31/14 follow-up report Failure to complete thorough
to the 12/12/14 reportable incident report investigations within the
indicated "...In doing the investigation it allowable five business day
was reported from the staff that worked timeframe will resultin
that evening [client C] was assisted to the progressive corrective action
. . L to all applicable team
bathrogm into her b.ed with .no injuries members.
occurring that evening. [Client C] RESPONSIBLE PARTIES:
however said that she had fell (sic) and QIDP, Residential Manager,
could not remember when she fell. Staff ;faf?ﬂdeadi,r’ D|r$ct Support
. . . . aff, Operations Team
are being retrained on [client C's] high P
risk plan for falls and will monitor [client
C] more closely."
The facility's 12/12/14 attached witness
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statements/investigation in regard to the
injury of unknown source indicated only
2 direct care staff were interviewed in
regard to client C's injuries. The staffs'
witness statements indicated the
following:

-Staff #7 was interviewed on 12/12/14.
Staff #7's witness statement indicated
"No she didn't fall at least I don't think
she did. I didn't take her and usually she
would tell me if she fell. She would like
(sic) 'I fall, I fall'."

-Staff #8 was interviewed on 12/12/14.
Staff #8's witness statement indicated
"She didn't fall. I assisted her to the
bathroom. I assisted on the toilet and off
and into bed. No she didn't fall cause if
she did we would of (sic) needed to assist
her up together."

The facility's 12/12/14 investigation
indicated the facility attempted to
interview all 8 clients who lived in the
group home. The facility's investigation
indicated client H was interviewed on
12/12/14 at 5:45 PM. Client H's witness
statement indicated "I didn't actually see
[staff #7] put [client C] on the toilet. |
think I seen (sic) her [staff #7] bring
[client C] to the bathroom and put her on
the toilet and told her not to move and
[client C] got up on her own and fell. |
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was in the living room and heard [client
C] yell. I didn't see anything. I was in
the living room." The facility's
investigation did not indicate any
additional follow-up interviews and/or
questions were conducted in regard to
above mentioned statements. The
facility's investigation did not indicate the
environment was checked, did not have a
conclusion, and/or indicate any additional
recommendations for corrective actions.
The facility's 12/12/14 investigation
indicated the Qualified Intellectual
Disabilities Professional (QIDP)
conducted the facility's investigation.

-12/15/14 "Staff was assisting [client C]
(individual supported by ResCare) with
using the toilet. Staff turned to the side

to rinse a washcloth and [client C] fell off
the commode and hit her head resulting
in a 1/2 (one half inch) laceration. Staff
called 911 and EMS (Emergency Medical
Services) transported [client C] to the
[name of hospital] for evaluation and
treatment via ambulance. ER (emergency
room) personnel closed and dressed the
injury and released [client C] to ResCare
staff with wound care instructions.

[Client C] is resting comfortably at home
and staff will perform neuro
(neurological) checks for 24 hours per
protocol. [Client C] has a history of falls
and a Comprehensive High Risk Plan is

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

1I8FZ12 Facility ID: - 000961 If continuation sheet

Page 38 of 76




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/06/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G447

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

VOCA CORPORATION OF INDIANA

X2) MULTIPLE CONSTRUCTION

STREET ADDRESS, CITY, STATE, ZIP CODE
4114 KNOLLTON RD
INDIANAPOLIS, IN 46228

00

X3) DATE SURVEY

COMPLETED
01/21/2015

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

in place, the risk plan for falls directs
staff to provide her with stand-by
assistance while transferring to and from
the toilet. Preliminary inquiry suggests
staff followed the protocols in the plan.
The team is nonetheless investigating the
circumstances of the incident to assure
staff provided appropriate supports...."

The facility's 12/15/14 IAR indicated
"Staff was assisting [client C] with
morning hygiene and had her seated on
toilet. While staff was at face basin
[client C] leaned over and immediately
toopled (sic) over on to the floor. Staff
noticed blood forming under the left side
of her face...." The IAR indicated client
C had "...about a half inch cut on
forehead...." The 12/15/14 IAR was
filled out by staff #9.

The facility's 12/15/14 investigation
indicated staff #4 was also working at the
time of the incident. The facility's
12/15/14 investigation indicated staff #4
was interviewed on 12/15/14. Staff #4's
witness statement indicated "...I (staff #4)
do not know. Only thing I know when I
came out of the other bathroom, [staff
#9] had knocked on the door and told me
[client C] had fell (sic) and it is so much
blood. I came out of the bathroom and
saw [client C] lying on her left side. So I
instructed [staff #9] to call the nurse.
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[Staff #9] came back and told me nurse
said to call 911 and she did. I said to
[staff #9] just let her lay until Amb.
(ambulance) comes."

The facility's 12/15/14 investigation
indicated client C was interviewed on
12/15/14. Client C's witness statement
indicated the client fell in the bathroom at
the back of the house. The witness
statement indicated client C could not
identify the staff who was with her.
Client H's 12/15/14 witness statement
indicated client H did not see when the
incident occurred. Client H's witness
statement indicated "...I didn't see I just
heard them talking [staff #9] and [staff
#4]...No, I just heard [staff #9] ask [staff
#4] to help her. I was in my room getting
dressed."

An attached 12/15/14 Progress Note
indicated "[Client C] had Nasty fall in the
bathroom this AM, while being assist
(sic) by staff member. Slid down off
toilet as staff was trying to wash her.
[Client C] fell forward and hit her head.
Nurse was called and she stated to call
emerg. (emergency). She was then taken
to Hosp. (hospital) for observation." The
facility's investigation indicated "IDT
(interdisciplinary team) met and
discussed the different ways to help
prevent future falls such as seat belt for
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wheelchair and bed alarm to alert staff
when she is getting out of bed or chair
without assistance. Also a
recommendation from ER physician to
schedule for PT (Physical Therapy) apt.
(appointment)." The facility's
investigation indicated the facility failed
to include an interview with staff #9,
and/or any other staff who had worked
with the client to determine if staff
monitored client C while she was in the
bathroom. The facility's investigation did
not question and/or ask how client C was
placed on the toilet, and/or indicate why
client C was being washed while sitting
on the toilet. The facility's investigation
did not indicate where each staff was
specifically located when client D fell off
the toilet. The facility's 12/15/14
investigation indicated the facility failed
to look at their staffing levels to ensure
the staff, who worked, could meet the
needs of the clients. The facility's
12/15/14 investigation indicated the
QIDP completed the investigation.

Client C's record was reviewed on
1/14/15 at 1:16 PM. Client C's 12/15/14
IDT Meeting note indicated on "12/12/14
- [Client C] had a scratch on her head that
was noticed by staff when they were
brushing her hair. [Client C] said she
fell. [Client C] is unable to get herself
off the floor so an investigation is being
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conducted to determine what happened.
-12/15/14- [Client C] fell off the toilet
while completing her ADL's (Adult Daily
Living skills). Staff said she turned to
wash out the face towel and [client C]
some how lost balance and fell off the
toilet. Staff assisted [client C] off the
floor. [Client C] had a gash on her
forehead. She was taken to ER where
she was treated and released...."

Confidential interview A stated client C
had fallen in the past, but had "no falls
lately." Confidential interview A
indicated staff were to be in the bathroom
with client C when she was in the
bathroom. Confidential interview A
stated "She can't stand on her own."
When asked how many staff normally
work in the morning, confidential
interview A stated "Two for the most

pa ‘ll

Confidential interview B stated when
asked how client C was to be
supervised/monitored in the bathroom,
"Help her in there. Help on commode.
Maneuver to sit down and hold onto gait
belt. We come out and then she calls us
when ready. We go back in there and
help her up and hold onto gait belt."
Confidential interview B indicated client
C was to hold on to the safety bar in the
bathroom as well. When asked how
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often client C fell, confidential interview
B stated "Not that much. She will jump
up from wheelchair unlocked and fall.
We hear hollering and find her on floor."

Interview with staff #4 on 1/14/15 at 7:35
AM indicated client C fell last month.
Staff #4 stated a staff was giving the
client a "sponge off. Turned to rinse
wash cloth off. She (client C) fell on
floor." When asked if client C had fallen
on the floor before, staff #4 stated "Quite
a few times, but not fallen on my shift."

Interview with Clinical Supervisor (CS)
#1, the QIDP and LPN #1 on 1/14/15 at
3:35 PM indicated client C was a fall
risk. The CS indicated 2 staff (staff #4
and staff #9) were working on 12/15/14
when client C fell off the toilet. CS #1
and the QIDP indicated staff #9 was in
the bathroom when client C fell off the
toilet. The QIDP indicated she did not
question staff as to why client C was
being washed off on the toilet. The QIDP
and CS #1 indicated there were no
additional staff interviews/conducted.

CS #1 and the QIDP indicated the facility
did not obtain a witness statement from
staff #9. CS #1 indicated staff #9 filled
out the incident report and the facility
considered that her witness statement.
When asked how the client fell off the
toilet, the QIDP stated "She leaned
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forward and fell." The QIDP and CS #1
indicated the facility's investigation did
not look at how client C was placed/sat
on the toilet by staff to ensure the client
was properly placed on the toilet. CS #1
indicated 2 facility staff normally worked
in the morning. CS #1 and the QIDP
indicated staff #4 was 1 of the 2 staff
who worked on the morning shift. CS #1
indicated the facility did not look at
staffing levels at the group home to
ensure the facility staff, who worked in
the home, could meet the needs of the
clients. The QIDP and CS #1 indicated
the facility did not conduct any additional
interviews in regard to client C's injury of
unknown source of 12/12/14. QIDP #1
indicated client C had indicated she fell.
The QIDP and CS #1 indicated only 2
staff were interviewed and they did not
know how client C received the injury to
the client's head. The QIDP indicated
facility staff indicated client C did not
fall.

2. The facility's reportable incident
reports, the facility's internal
Incident/Accident Reports (IARs) and/or
investigations were reviewed on 1/14/15
at 11:17 AM. The facility's reportable
incident reports, [ARs and/or
investigations indicated the following
(not all inclusive):
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-11/5/14 "The nurse was doing routine
body checks at the group home. And
when she examined [client H] (An
individual Supported By Rescare) she
noticed that both of [client H's] knees had
a light pinkish color to them and the left
knee had about a 2/3 (two third) size in
diameter sore she had been picking
at....An investigation is being conducted
into the probable cause of the injury...."
The facility did not provide any
documentation of an investigation in
regard to client H's injuries of unknown
source.

-11/5/14 The nurse was doing routine
body checks in the group home. And
when she examined [client B] (An
Individual Supported by Rescare) she
noticed a bruise on her right butt cheek a
half size in diameter (sic). An observed
incident which was reported on October
27,2014 that [client B] had a behavior
and plopped herself down on the ground
and the staff assisted her up and when the
staff arrived back to the home. (sic)
[client B] was checked for bruising and at
that time there was no bruising...An
investigation will be conducted in to (sic)
the probable cause of the injury...."

The facility's 11/14/14 follow-up report
to the 11/5/14 reportable incident
indicated "In conducting the investigation
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W000157

it was not determined how the injury
occurred. But it is addressed in [client
B's] behavior support plan that she will
drop herself to the ground to get attention
from the staff...." The 11/5/14 reportable
incident report and/or the 11/14/14
follow up report did not indicate the
facility documented its investigation in
regard to client B's injury of unknown
source.

Interview with CS #1 on 1/14/15 at 11:15
AM indicated the facility's investigations
and reportable incident reports from
11/1/14 to the present were provided for
review. CS #1 did not provide any
additional documentation of
investigations.

This deficiency was cited on 11/12/14.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.

9-3-2(a)

483.420(d)(4)

STAFF TREATMENT OF CLIENTS

If the alleged violation is verified, appropriate
corrective action must be taken.

Based on interview and record review for
1 of 5 allegations of abuse/neglect and/or
injuries of unknown source reviewed, the
facility failed to put in place corrective

WO000157

CORRECTION: [fthe alleged

violation is verified, appropriate
corrective action must be taken.
Specifically, Client C has begun
receiving twice weekly physical

02/20/2015
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measures to prevent client C from falling therapy sessions and a daily
in the bathroom. hgme exercise program has ’been
initiated to enhance Client C’s
core strength to diminish the
Findings include: incidence of falls such as
occurred on 12/12/14 and
The facility's reportable incident reports, 12/15/14. An OC,CUPat'O”al
he facility's i | dent/ d Therapy evaluation has been
the facility's interna In.01 ent. AC_CI ent scheduled for Client C to evaluate
Reports (IARs) and/or investigations the effectiveness of current
were reviewed on 1/14/15 at 11:17 AM. adaptive equipment and to obtain
The facility's reportable incident reports, recommendations for o
IAR dori .. indi dth enhancements. In the interim,
S a.n or 1nvesj£1gat10.ns Indicated the after appropriate due process, the
following (not all inclusive): team will provide the following
adaptive modifications: the seat
-11/11/14 "Upon arrival to group home belt will bg re-fitted to.CIlent C’g
lient C1 (An individual S ab wheelchair and a chair alarm will
[client C] ( n individua .upporte Yy be installed to alert staff when the
Rescare) had just been assisted off the seat belt has become unfastened.
van and into the group home by staff. As Client C will receive enhanced
the staff continued to assist the other sgperwstpn —I|r;e105f S'tht
s . . observation an minute
individuals off the van (sic) [client C] checks while in her bedroom. A
wheeled herself into the bathroom bed alarm and audio monitor will
without asking someone to assist her. be placed in her bedroom. The
While [client C] was in the bathroom she :e?lmt] W|Iltals.(t:>hpr%wdef1 ”jl_c;]d'f'ed
. oilet seat with side rails. The
proc?eded to take off her brief and Pants nurse will modify Client C's
causing her to fall to her knees causing an Comprehensive High Risk Plan
(sic) half inch in diameter injury to the for falls to clarify the expectations
right knee. The area was cleaned with for “stand by” assistance while
d d oint ¢ lied to th Client C is in the bathroom
peroxide and omntment apphied to the arca including but not limited to hands
and covered with bandaide (sic)...[Client on use of a gait belt at all time
C] has a high risk plan for falls in place while client C is toileting and
and staff will continue to implement her showering.  PREVENTION:
plan and give her moral support. The ADDEND_UM_Z/ 17/_ 15:_Afte_r
terdiscinlinary team will be meeting to completing investigations in
mnter 15'01p Ty W i & which the allegations are
determine other ways to ensure [client verified, the QIDP, with the
C's] safety." guidance of the Clinical
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supervisor and Program
-12/12/14 "As I (staff #5) brushed [client Manger, will bring all relevant
C's] head she was complaining of pain on ?I:::f‘ts_ °|f t:e tea
interdisciplinary team
her head where 1 bl.rushed. I asked her together to develop
what was wrong (sic) she stated that she corrective measures to
fell as she got up off the toilet and hit her ensure the heal and safety of
head on the toilet seat." The IAR clients. The Residential
indicated "...There is a scratch that is a Mapatgfer W|Iltdf<:velop atn_d ot
. . . maintain a starring matrix tha
(sic) inch long it is red and sore to the 9
o assures adequate direct support
touch (sic). staff who possess the training,
skills and capabilities to provide
The facility's 12/31/14 follow-up report appropriate active treatment and
to the 12/12/14 reportable incident report assure the he_alth and safety of
indicated "[Client C's] injury has healed clients at a_II times. Members of
d furth dical the Operations Team and the
and no furt er.me 1ca. treat.mer?t W?.S QIDP will conduct active
reported from the staff that worked that documentation reviews no less
evening [client C] was assisted to the than five times weekly for the
bathroom into her bed with no injuries next 21 days, no less than 3
. . . times weekly for an additional 14
occurring that evening. [Client C] .
. ) Days, and no less than twice
however said that she had fell (sic) and weekly for an additional 60 Days.
could not remember when she fell. Staff At the conclusion of this period of
are being retrained on [client C's] high intensive administrative
risk plan for falls and will monitor [client monitoring and support, the
" Operations Team will determine
C] more closely. )
the level of ongoing support
. ) o needed at the facility.
The facility's 12/12/14 investigation Administrative support at the
indicated the 12/12/14 investigation did home will focus on mentorship
not have a conclusion, and/or indicate and training of supervisory staff,
any additional recommendations for monitoring and coaching ‘_’f direct
t i support staff, and evaluation of
corrective actions. the effectiveness of current risk
plans and safety protocols.
-12/15/14 "Staff was assisting [client C] RESPONSIBLE PARTIES:
(individual supported by ResCare) with QIDP, Residential Manager,
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using the toilet. Staff turned to the side
to rinse a washcloth and [client C] fell off
the commode and hit her head resulting
in a 1/2 (one half inch) laceration. Staff
called 911 and EMS (Emergency Medical
Services) transported [client C] to the
[name of hospital] for evaluation and
treatment via ambulance. ER (emergency
room) personnel closed and dressed the
injury and released [client C] to ResCare
staff with wound care instructions.

[Client C] is resting comfortably at home
and staff will perform neuro
(neurological) checks for 24 hours per
protocol. [Client C] has a history of falls
and a Comprehensive High Risk Plan is
in place, the risk plan for falls directs
staff to provide her with stand-by
assistance while transferring to and from
the toilet...."

The facility's 12/15/14 investigation
indicated "IDT (interdisciplinary team)
met and discussed the different ways to
help prevent future falls such as seat belt
for wheelchair and bed alarm to alert staff
when she is getting out of bed or chair
without assistance. Also a
recommendation from ER physician to
schedule for PT (Physical Therapy) apt.
(appointment)." The facility's
investigation indicated the facility's
investigation failed to address/put in
place corrective measures to protect

Team Leader, Health Services
Team, Direct Support Staff,
Operations Team
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W000240

client C from potential falls in the
bathroom and/or injuries.

Interview with Clinical Supervisor (CS)
#1, the QIDP and LPN #1 on 1/14/15 at
3:35 PM indicated client C's IDT met and
reviewed the falls and made
recommendations. LPN #1 and the QIDP
indicated client C was to see the PT on
1/15/15. The QIDP and LPN #1
indicated the IDT's recommendations to
obtain a seat belt and wheelchair/bed
alarms had not been purchased as they
were waiting on client C's PT (physical
therapy) evaluation to be completed. The
QIDP and LPN #1 indicated facility staff
were to stay in the bathroom with client
C when she was bathing and being
toileted to prevent the client from falling.
The QIDP and LPN #1 indicated client
C's mobility risk plan and/or record did
not indicate how facility staff were to
monitor client C when in the bathroom to
prevent potential falls and/or injuries.

This deficiency was cited on 11/12/14.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.

9-3-2(a)

483.440(c)(6)(i)
INDIVIDUAL PROGRAM PLAN
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The individual program plan must describe
relevant interventions to support the
individual toward independence.
Based on interview and record review for W000240 02/20/2015
1 of 4 sampled clients (C), the client's CORRECTION:
Individual Support Plan (ISP) failed to The individal prograim plar
di h facili o must describe relevant
in 1c.ate ow a.01 ity sta. were to . interventions to support the
monitor/supervise the client, when in the individual toward
bathroom, to prevent falls/injuries. independence.Specifically, the
facility nurse will modify Client C's
Findings include: Comprehensive High Risk Plan for
falls to clarify the expectations for
L o “stand by"” assistance while Client
The facility's reportable incident reports, Cis in the bathroom including but
the facility's internal Incident/Accident not limited to hands on use of a
Reports (IARs) and/or investigations gait belt at all times while client C
were reviewed on 1/14/15 at 11:17 AM. is toileti.ng and shoyvering. Thg
The facility's reportable incident reports, te:am wil als.o prgwde 2 modified
. L. o toilet seat with side rails.
IARs a.nd/or mves.tlgatlo.ns indicated the Additional modifications may be
following (not all inclusive): made after Client C's scheduled
Occupational Therapy
-11/11/14 "Upon arrival to group home appointment. A review of incident
[client C] (An individual Supported by docun?en_tatlon aqd currgnt risk
. . plans indicated this deficient
Rescare) had just been assisted off the o
] practice did not affect any
van and into the group home by staff. As additional clients.
the staff continued to assist the other
individuals off the van (sic) [client C]
wheeled herself into the bathroom PREVENTION:
W1tl'10ut a.sklng someqne to assist her. The QIDP will assure that the
While [client C] was in the bathroom she nursing team is included in all
proceeded to take off her brief and pants discussions/decisions relevant to
causing her to fall to her knees causing an clients” health and safety and
(sic) half inch in diameter injury to the mod|f|cat|on§ will .be m.ade to
right knee. The area was cleaned with Comprghenswe High Risk Plans
. . . accordingly. The nurse manager
peroxide and ointment applied to the area will review all reports of
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and covered with bandaide (sic)...[Client significant health and safety
C] has a high risk plan for falls in place issues and will meet with the
and staff will continue to implement her O_peratlonS Team weekly t_o
) d give h 1 Th discuss health and safety issues
P an a'n ‘gl\'/e er mora .support. ) © including but not limited to
interdisciplinary team will be meeting to needed updates to risk plans. The
determine other ways to ensure [client nurse manager will review all
C's] safety." facility risk plan modifications for
the next 90 days to assure they
. tai iate detail, and
~12/12/14 "As 1 (staff #5) brushed [client contain appropriate detatl an
. o . will conduct periodic audits of
C's] head she was complaining of pain on facility risk plans on an ongoing
her head where I brushed. I asked her basis.
what was wrong (sic) she stated that she
fell as she got up off the toilet and hit her
hea'd on the toilet se':at. The IAR . RESPONSIBLE PARTIES:
indicated "...There is a scratch that is a QIDP, Residential Manager,
(sic) inch long it is red and sore to the Team Leader, Health Services
touch (sic)." Team, Direct Support Staff,
Operations Team
The facility's 12/31/14 follow-up report
to the 12/12/14 reportable incident report
indicated "[Client C's] injury has healed
and no further medical treatment was
needed. In doing the investigation it was
reported from the staff that worked that
evening [client C] was assisted to the
bathroom into her bed with no injuries
occurring that evening. [Client C]
however said that she had fell and could
not remember when she fell. Staff are
being retrained on [client C's] high risk
plan for falls and will monitor [client C]
more closely."
-12/15/14 "Staff was assisting [client C]
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(individual supported by ResCare) with
using the toilet. Staff turned to the side
to rinse a washcloth and [client C] fell off
the commode and hit her head resulting
in a 1/2 (one half inch) laceration. Staff
called 911 and EMS (Emergency Medical
Services) transported [client C] to the
[name of hospital] for evaluation and
treatment via ambulance. ER (emergency
room) personnel closed and dressed the
injury and released [client C] to ResCare
staff with wound care instructions.

[Client C] is resting comfortably at home
and staff will perform neuro
(neurological) checks for 24 hours per
protocol. [Client C] has a history of falls
and a Comprehensive High Risk Plan is
in place, the risk plan for falls directs
staff to provide her with stand-by
assistance while transferring to and from
the toilet...."

Client C's record was reviewed on
1/14/15 at 1:16 PM. Client C's 5/13/14
Health Supports Addendum indicated
client C has an unsteady gait. The
addendum indicated "...In the past, [client
C] has had several injuries as a result of
falls; therefore [client C] currently
utilizes a wheelchair...Even though
[client C] utilizes a wheelchair, she still
continues to require prompting to use it
properly and requires assistance to move
into seats from her wheelchair...."
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Client C's 5/13/14 Individual Support
Plan (ISP) indicated "...3.) [Client C]
does not utilize proper precautions when
ambulating her wheelchair, despite staff
prompting her otherwise. She needs
several redirections to make sure her seat
belt is fasten (sic), the team agreed to
continue this goal (to utilize her
wheelchair in an appropriate manner). 4.)
[Client C] is still having slight problems
in asking for assistance in doing things
that require her to get out of her
wheelchair...In the past, [client C] has
been noted as falling when trying to
move out of her wheelchair."

Client C's undated Decreased Mobility
High Risk Health Plan indicated client C
used a wheelchair for all mobility. The
risk plan indicated "...4. Staff to provide
hands-on assistance when entering and
exiting the van. 5. Staff to provide
standby assistance during in home
ambulation exercises. 6. Staff to provide
at least standby assistance during
showering/bathing/toileting...."

Client C's record indicated client C had
ResCare's undated policy titled FALL
PREVENTION PROTOCOL in the
client's record. The undated policy
indicated "POLICY: Falls occur among
people who are weak, fatigued,
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uncoordinated, paralyzed, confused or
disoriented. The data obtained from the
fall risk assessment will identify which
individuals require special measures to
prevent falls. The risk for falls can be
reduced by several factors as outlined
below.

PROCEDURE:

1. Staff should orient the person to the
environment.

2. Staff should provide nonskid
footwear, mats and rugs.

3. Adequate lighting in the environment.
4. Close supervision, when applicable.

5. Place beds in lowest appropriate
position as defined by the IDT.

6. Side rails up if applicable.

7. Provide ambulatory aids, when
applicable.

8. Assess medications administered that
increase risk of falling.

9. Should fall occur staff will notify
nurse immediately...
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13. IDT will meet to discuss
individualized fall prevention per
ISP/BSP (Behavior Support Plan) or
other safety protocols, when applicable."

Client C's record indicated the following
IDT Meeting notes (not all inclusive):

-11/6/14 Client C's IDT met to follow up
on falls and ER visit. The IDT note
indicated on 7/26/14 "...[Client C] fell
out (sic) the bed getting out without
asking for assistance. The team decided
to put her wheelchair away from her bed
so she can call for help. Staff also have
to redirect her housemate not to try to
help without staff assistance...."

-11/19/14 "...[Client C] fell in the
bathroom trying to toilet herself
independently. Staff will push [client C]
to the bathroom as soon as she gets off

the van and assist her to prevent future
falls."

-12/15/14 "12/12/14 - [Client C] had a
scratch on her head that was noticed by
staff when they were brushing her hair.
[Client C] said she fell. [Client C] is
unable to get herself off the floor so an
investigation is being conducted to
determine what happened.

-12/15/14- [Client C] fell off the toilet
while completing her ADL's (Adult Daily
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Living skills). Staff said she turned to
wash out the face towel and [client C]
some how lost balance and fell off the
toilet. Staff assisted [client C] off the
floor. [Client C] had a gash on her
forehead. She was taken to ER where
she was treated and released. As a
prevention method [client C] needs a seat
belt for her wheelchair. The team also
discussed [client C] having her gait belt
secured around her and the safety bars
when she is on the toilet to prevent her
falling. [Client C] would also benefit
from a bed and chair alarm to alert staff
when she is trying to get out the chair
with assistance (sic). If any of these
suggestions require HRC (Human Rights
Committee approval it will be obtained
after this plan is reviewed by the
management committee.” Client C's
above mentioned IDT notes and/or record
indicated the facility failed to specifically
indicate how facility staff were to
monitor/supervise client C while in the
bathroom to prevent potential falls and/or
injuries.

Confidential interview A stated client C
had fallen in the past, but had "no falls
lately." Confidential interview A
indicated staff were to be in the bathroom
with client C when she was in the
bathroom. Confidential interview A
stated "She can't stand on her own."
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Confidential interview B stated when
asked how client C was to be
supervised/monitored in the bathroom,
"Help her in there. Help on commode.
Maneuver to sit down and hold onto gait
belt. We come out and then she calls us
when ready. We go back in there and
help her up and hold onto gait belt."
Confidential interview B indicated client
C was to hold on to the safety bar in the
bathroom as well. When asked how
often client C fell, confidential interview
B stated "Not that much. She will jump
up from wheelchair unlocked and fall.
We hear hollering and find her on floor."

Interview with staff #4 on 1/14/15 at 7:35
AM indicated client C fell last month.
Staff #4 stated a staff was giving the
client a "sponge off. Turned to rinse
wash cloth off. She (client C) fell on
floor." When asked if client C had fallen
on the floor before, staff #4 stated "Quite
a few times, but not fallen on my shift."

Interview with Clinical Supervisor (CS)
#1, the QIDP and LPN #1 on 1/14/15 at
3:35 PM indicated client C was a fall
risk. The QIDP and LPN #1 indicated
facility staff were to stay in the bathroom
with client C when she was bathing and
being toileted to prevent the client from
falling. The QIDP and LPN #1 indicated
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client C's mobility risk plan and/or record
did not indicate how facility staff were to
monitor client C when in the bathroom to
prevent potential falls and/or injuries.
9-3-4(a)
W000263 | 483.440(f)(3)(ii)
PROGRAM MONITORING & CHANGE
The committee should insure that these
programs are conducted only with the
written informed consent of the client,
parents (if the client is a minor) or legal
guardian.
Based on interview and record review for W000263 02/20/2015
2 of 4 sampled clients (B and C) with CORRECTION:
restr.lctlve. programs, the facility failed to The committee should insure that
obtain written informed consent from the these programs are conducted
clients' legally appointed only with the written informed
representatives/guardians and/or Health consent of the client, parents (if
Care Representatives (HCR). the client is a minor) or legal
guardian. Specifically, written
ndi nclude: informed consent for restrictive
Findings include: programs has been obtained from
Client B’s guardian and will be
1. Client C's record was reviewed on obtained from Client C’s
1/14/15 at 1:16 PM. Client C's healthcare representative. A
December 2014 physician's order review of facility support
Ny . . documents and Human Rights
indicated client C received Luvox 100 . .
o ] Committee records indicated that
milligrams 2 tablets at bed time for this deficient practice also
Depression and Zyprexa 10 milligrams affected Client A and the team
for Schizoaffective Disorder. will therefore obtain written
informed consent for restrictive
Client C's 5/13/14 Behavior Action Plan programs from Client A's
. . healthcare representative.
(BAP) indicated client C demonstrated
verbal aggression, physical aggression,
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self-injurious behavior (SIB), crying and
property destruction. Client C's 5/13/14 PREVENTION:
?AP 1n41cated fac.lht'?f staff c.ould 1.1t1112e When guardians and healthcare
Protective Restraint" of having client C representatives are unable to
place her hands in her protective attend team meetings face to
mittens/gloves when the client continued face, consent forms will be sent
her targeted behavior of SIB. via postal mail for review and
signature, along with a stamped
i 's 5/13/14 Individual envelope addressed to the
Client C's T n l.Vl ual Support facility. If consents are not
Plan (ISP) lndlcated Chent C'S bI‘OtheI‘ returned to the fac|||ty ina t|me|y
was the client's HCR. Client C's 5/13/14 manner via standard postal mail,
ISP and/or BAP did not indicate the the QIDP will send the forms to
facility obtained written informed the appropriate legal
. .. representative via registered mail
consent for the client's restrictive
to assure the documents have
program. been delivered and received.
Members of the Operations Team
2. Client B's record was reviewed on will review restrictive programs
1/14/15 at 2:33 PM. Client B's 12/1/14 on an ongoing basis to assure
physician's orders indicated client B prior written |rTformed_c.onsent
. c1re has been obtained. Initially
r.ecelved Inderal 20 milligrams .th.ree administrative monitoring wil
times and Depakote DR 500 milligrams occur with increased frequency as
four times daily for Attention Deficit follows: Members of the
Hyperactivity Disorder. Client B's Operations Team and the QIDP
physician's orders indicated client B will conduct active treatment
. i1y observations and documentation
received Remeron 45 milligrams at . L
. ) reviews no less than five times
bedtime for Insomnia, Zyprexa 20 weekly for the next 21 days, no
milligrams at bedtime for behaviors and less than 3 times weekly for an
Invega intramuscular injection every 4 additional 14 Days, and no less
weeks for behavior. than twice weekly for an
additional 60 Days. At the
. . o . conclusion of this period of
Client B's 8/14/14 BAP indicated client B intensive administrative
demonstrated physical aggression, monitoring and support, the
slapping herself in the face and SIB. Operations Team will determine
Client B's BAP indicated client B was to the level of ongoing support
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be kept in line of sight during waking
hours when the client was not in her
bedroom. Client B's BAP indicated this
restrictive technique was being utilized
due to the client's behaviors. Client B's
8/14/14 BAP indicated physical
redirection could be utilized by staff
when client B became aggressive toward
others.

Client B's 8/14/14 ISP indicated client
B's mother was the client's guardian.
Client B's ISP and/or BAP did not
indicate client B's guardian gave written
informed consent for the client's
restrictive program.

Interview with the Qualified Intellectual
Disabilities Professional (QIDP) and
Clinical Supervisor #1 on 1/14/15 at 3:35
PM indicated the QIDP had sent clients B
and C's restrictive plans to their guardian
and/or HCR. The QIDP indicated she
had not received clients B and C's
guardian and/or HCR written informed
consent sheets back.

This deficiency was cited on 11/12/14.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.

9-3-4(a)

needed at the facility.

RESPONSIBLE PARTIES:

QIDP, Residential Manager, Team
Leader, Direct Support Staff,
Operations Team
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W000331 | 483.460(c)
NURSING SERVICES
The facility must provide clients with nursing
services in accordance with their needs.
Based on observation, interview and W000331 02/20/2015
record review for 2 of 4 sampled clients CORRECTION:
ey . .
(A and C), the facility s nursing services The facility must provide clients
failed to meet the nursing needs of the with nursing services in
clients in regard to developing and/or accordance with their needs.
revising risk plans, addressing a client's
significant change in weight (weight loss)
'fmd/or d?cument%ng pertinent health Specifically for Client A, the
information of clients. facility nurse will contact the
dietician to collaborate on
Findings include: enhancements to Client A's
comprehensive High Risk Plan for
1. During the 1/13/15 observation period WEIgh_t L_os_s. Add|t|onall_y the .
interdisciplinary team will modify
between 5:04 P.M and 6:45 PM, ?t the Client A’s Behavior Support Plan
group home, client A was small in to include proactive and reactive
stature. During the 1/13/15 observation strategies to address meal
period, client A refused to eat dinner. refusals.
Facility staff #7 offered the client a
substitute which the client refused.
Facility staff #7 then offered the client Specifically for Client C, the
pineapple to eat. Staff #7 told client A facility nurse will modify Client C's
she (staff #7) liked pineapple. Client A Comprehensive High Risk Plan for
agreed she would eat the pineapple. falls to clarify t_he expectétlons for
When staff #7 oot the bowl of bi | “stand by” assistance while Client
) en sta got the bow _0 pineappie, C s in the bathroom including but
client A refused to eat the pineapple and not limited to hands on use of a
went to her bedroom before returning to gait belt at all times while client C
the couch to play solitaire Uno. is toileting and showering. The
team will also provide a modified
. . . toilet seat with side rails.
During the 1/14/15 observation period Additional modifications may be
between 6:14 AM and 8:30 AM, at the made after Client C's scheduled
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group home, client A refused to eat Occupational Therapy
breakfast. Facility staff did not offer the appointment. A review of incident
client an alternate meal/food to eat. docun?en_tatlon an.d cur_re_nt risk
plans indicated this deficient
. . practice did not affect any
Client A's record was reviewed on additional clients.
1/14/15 at 12:30 PM. Client A's
December 2014 physician's orders
indicated client A's diagnoses included,
.. . . PREVENTION:
but were not limited to Diabetes Mellitus
and Anemia. Client A's December 2014 The QIDP will assure that the
physician's orders indicated facility staff nursing team is included in all
should encourage "lower cholesterol discussions/decisions relevant to
snacks." The physician's orders also chenFs hgalth a.nd safety and
indicated "Off d . £ modifications will be made to
indicate er second servings ? meat Comprehensive High Risk Plans
at meals. May have snack/sandwich accordingly. The nurse manager
upon request including during the night will review all reports of
due to weight loss." The December 2014 significant health and safety
physician orders indicated client A gsues and V;'” meet Wkllth the
. erations Team weekly to
should have 1 can of Glucerna 4 times a perat ey
o discuss health and safety issues
day as a nutritional supplement and a including but not limited to
Glucerna bar at lunch and at bedtime for needed updates to risk plans. The
a nutritional supplement. nurse manager will review all
facility risk plan modifications for
Client A's November 2014 Nurse Notes the m.axt 0 day's to assure they
1 th ) indi d contain appropriate detail, and
(n.qost currelllt in the record) indicate will conduct periodic audits of
client A weighed 83 pounds 1 month ago, facility risk plans on an ongoing
100 pounds 6 months ago and 100 basis.
pounds 1 year ago. The 11/14 nurse note
did not have a current weight for client
n 1 n
A. The area for the Curret?t Welght RESPONSIBLE PARTIES:
was blank. The nurse note indicated
client A's ideal body weight range was QIDP, Residential Manager, Team
between 83 pounds and 101 pounds. Leader, Health Services Team,
Direct Support Staff, Operations
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Client A's 10/30/14 Group Home
Nutrition Assessment indicated the
following weights for client A:

-9/13 100 pounds

-10/13 100 pounds

-11/13 100 pounds

-12/13 95 pounds

-1/14 98 pounds

-2/14 100 pounds

-3/14 96.6 pounds

-4/14 95 pounds

-5/14 100 pounds

-6/14 96 pounds

-7/14 "?" (question) no weight
documented

-8/14 95 pounds

9/14 "?" no weight documented. The
10/30/14 assessment indicated client A's
current weight at the time of the
assessment was 83 pounds. The
assessment indicated "Weight down
likely d/t (due to) scale change but
current BMI (Body Mass Index) is
low/below the rec. (recommended) range.
Resident receives Glucerna supplement
QID (4 times a day) for additional
nutrition. Underweight as evidenced by
BMI < (less than) 18.5...Goal -Weight
gain of 2-3 # (pounds) x (times) 3
months.- BMI the rec. range (18.5-24.9).
-Cont (continue) diet orders (with)
Glucerna QID. -Offer snacks between
meals and HS (bedtime) snack."

Team
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Client A's 12/7/14 Individual Support
Plan (ISP) indicated client A did not have
a risk plan which addressed the client's
low weight in her record. Client A's ISP
and/or 12/7/14 Behavior Action Plan
(BAP) did not address the client's refusals
to eat, and/or indicate how/what the
facility staff were to do to get client A to
eat.

Interview with LPN #1 and the Qualified
Intellectual Disabilities Professional
(QIDP) on 1/14/15 at 3:35 PM indicated
client A would refuse to eat. LPN #1
indicated client A's current weight was 85
pounds as of 12/31/14. LPN #1 stated
client A had a "10 pound weight loss" in
the past year. LPN #1 stated the weight
loss was a "significant loss" for client A.
LPN #1 indicated she had not addressed
the client's weight loss. LPN #1
indicated client A had a supplement drink
(Glucerna) the client was to receive if the
client did not eat and/or finfish her meal.
LPN #1 and the QIDP indicated facility
staff should keep prompting the client to
eat when she refused to eat. The QIDP
indicated client A would not eat to get the
supplemental drink as the client liked the
drink. The QIDP and LPN #1 indicated
client A's ISP did not indicate what
facility staff were to do when client A
refused to eat, and/or indicate how
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facility staff were to assist client A to eat.

2. The facility's reportable incident
reports, the facility's internal
Incident/Accident Reports (IARs) and/or
investigations were reviewed on 1/14/15
at 11:17 AM. The facility's reportable
incident reports, IARs and/or
investigations indicated the following
(not all inclusive):

-11/11/14 "Upon arrival to group home
[client C] (An individual Supported by
Rescare) had just been assisted off the
van and into the group home by staff. As
the staff continued to assist the other
individuals off the van (sic) [client C]
wheeled herself into the bathroom
without asking someone to assist her.
While [client C] was in the bathroom she
proceeded to take off her brief and pants
causing her to fall to her knees causing an
(sic) half inch in diameter injury to the
right knee. The area was cleaned with
peroxide and ointment applied to the area
and covered with bandaide (sic)...[Client
C] has a high risk plan for falls in place
and staff will continue to implement her
plan and give her moral support. The
interdisciplinary team will be meeting to
determine other ways to ensure [client
C's] safety."

-12/12/14 "As 1 (staff #5) brushed [client
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her head where |

fell as she got up

(sic) inch long it
touch (sic)."

C] more closely.'

C's] head she was complaining of pain on

brushed. I asked her

what was wrong (sic) she stated that she

off the toilet and hit her

head on the toilet seat." The IAR
indicated "...There is a scratch that is a

is red and sore to the

The facility's 12/31/14 follow-up report
to the 12/12/14 reportable incident report
indicated "[Client C's] injury has healed
and no further medical treatment was
needed. In doing the investigation it was
reported from the staff that worked that
evening [client C] was assisted to the
bathroom into her bed with no injuries
occurring that evening. [Client C]
however said that she had fell (sic) and
could not remember when she fell. Staff
are being retrained on [client C's] high
risk plan for falls and will monitor [client

|

-12/15/14 "Staff was assisting [client C]
(individual supported by ResCare) with
using the toilet. Staff turned to the side

to rinse a washcloth and [client C] fell off
the commode and hit her head resulting

in a 1/2 (one half inch) laceration. Staff
called 911 and EMS (Emergency Medical
Services) transported [client C] to the
[name of hospital] for evaluation and
treatment via ambulance. ER (emergency
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room) personnel closed and dressed the
injury and released [client C] to ResCare
staff with wound care instructions.
[Client C] is resting comfortably at home
and staff will perform neuro
(neurological) checks for 24 hours per
protocol. [Client C] has a history of falls
and a Comprehensive High Risk Plan is
in place, the risk plan for falls directs
staff to provide her with stand-by
assistance while transferring to and from
the toilet...."

An attached 12/15/14 Progress Note to
the facility's 12/15/14 investigation
indicated "[Client C] had Nasty fall in the
bathroom this AM, while being assist
(sic) by staff member. Slid down off
toilet as staff was trying to wash her.
[Client C] fell forward and hit her head.
Nurse was called and she stated to call
emerg. (emergency). She was then taken
to Hosp. (hospital) for observation." The
facility's investigation indicated "IDT
(interdisciplinary team) met and
discussed the different ways to help
prevent future falls such as seat belt for
wheelchair and bed alarm to alert staff
when she is getting out of bed or chair
without assistance. Also a
recommendation from ER physician to
schedule for PT (Physical Therapy) apt.
(appointment)."
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Client C's record was reviewed on
1/14/15 at 1:16 PM. Client C's 12/15/14
Record Of Visit (ROV) indicated client C
was seen at a local hospital due to a fall.
The ROV indicated client C had a
"Forehead laceration. Normal head CT
(cat scan) and cervical spine CT. Keep
wound dry for 24 hours then wash as
usual. Watch for signs of infection.
Recommend PT for strengthening and
fall prevention."

Client C's 12/12/14 ROV indicated client
C was seen at ER due to a fall. The ROV
indicated "Frontal Forehead bruising &
(and) Abrasion. Forehead
contusion/Abrasion. Head Injury
instructions. Tylenol for pain."

Client C's 12/15/14 nurse note indicated
the facility's nurse went to the group
home to assess client C after she returned
from the ER. The nurse note indicated
the nurse had watched facility staff
transfer the client from the wheelchair to
the bed and from the wheelchair to the
commode using a gait belt and pivot to
assist with the transfer. The nurse note
indicated "...Consumer had a folded up
piece of gauze covering the wound on
forehead from fall, secured with
transparent medical tape. Staff reported
that while in the ER, the doctor there
used a glue-like substance to close the
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wound together. Staff also reported that
the ER doctor had advised not to cleanse
the area until the next day. The size of
the wound was approx. (approximately) 1
inch in length...Consumer was present
during the IDT meeting, and it was
discovered that she 'scoots' herself around
in her wheelchair, but she leans forward
in order to do this." Client C's nurse
notes and/or record indicated the facility's
nurse failed to document when and/or if a
PT evaluation had been set up/scheduled.

Client C's 5/13/14 Health Supports
Addendum indicated client C has an
unsteady gait. The addendum indicated
"...In the past, [client C] has had several
injuries as a result of falls; therefore
[client C] currently utilizes a
wheelchair...Even though [client C]
utilizes a wheelchair, she still continues
to require prompting to use it properly
and requires assistance to move into seats
from her wheelchair...She will continue
to have a PT evaluation annually...."

Client C's 5/13/14 Individual Support
Plan (ISP) indicated "...3.) [Client C]
does not utilize proper precautions when
ambulating her wheelchair, despite staff
prompting her otherwise. She needs
several redirections to make sure her seat
belt is fasten, the team agreed to continue
this goal (to utilize her wheelchair in an
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appropriate manner). 4.) [Client C] is still
having slight problems in asking for
assistance in doing things that require her
to get out of her wheelchair...In the past,
[client C] has been noted as falling when
trying to move out of her wheelchair."

Client C's undated Decreased Mobility
High Risk Health Plan indicated client C
used a wheelchair for all mobility. The
risk plan indicated "...4. Staff to provide
hands-on assistance when entering and
exiting the van. 5. Staff to provide
standby assistance during in home
ambulation exercises. 6. Staff to provide
at least standby assistance during
showering/bathing/toileting. 7. Should
fall occur NOTIFY the nurse
immediately...."

Client C's record indicated client C had
ResCare's undated policy titled FALL
PREVENTION PROTOCOL in the
client's record. The undated policy
indicated "POLICY: Falls occur among
people who are weak, fatigued,
uncoordinated, paralyzed, confused or
disoriented. The data obtained from the
fall risk assessment will identify which
individuals require special measures to
prevent falls. The risk for falls can be
reduced by several factors as outlined
below.
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PROCEDURE:

1. Staff should orient the person to the
environment.

2. Staff should provide nonskid
footwear, mats and rugs.

3. Adequate lighting in the environment.
4. Close supervision, when applicable.

5. Place beds in lowest appropriate
position as defined by the IDT.

6. Side rails up if applicable.

7. Provide ambulatory aids, when
applicable.

8. Assess medications administered that
increase risk of falling.

9. Should fall occur staff will notify
nurse immediately...

13. IDT will meet to discuss
individualized fall prevention per
ISP/BSP (Behavior Support Plan) or
other safety protocols, when applicable."

Client C's record indicated the following
IDT Meeting notes (not all inclusive):
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-11/6/14 Client C's IDT met to follow up
on falls and ER visit. The IDT note
indicated on 7/26/14 "...[Client C] fell
out (sic) the bed getting out without
asking for assistance. The team decided
to put her wheelchair away from her bed
so she can call for help. Staff also have
to redirect her housemate not to try to
help without staff assistance...."

-11/19/14 "...[Client C] fell in the
bathroom trying to toilet herself
independently. Staff will push [client C]
to the bathroom as soon as she gets off
the van and assist her to prevent future
falls."

-12/15/14 "12/12/14 - [Client C] had a
scratch on her head that was noticed by
staff when they were brushing her hair.
[Client C] said she fell. [Client C] is
unable to get herself off the floor so an
investigation is being conducted to
determine what happened.

-12/15/14- [Client C] fell off the toilet
while completing her ADL's (Adult Daily
Living skills). Staff said she turned to
wash out the face towel and [client C]
some how lost balance and fell off the
toilet. Staff assisted [client C] off the
floor. [Client C] had a gash on her
forehead. She was taken to ER where
she was treated and released. As a
prevention method [client C] needs a seat
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belt for her wheelchair. The team also
discussed [client C] having her gait belt
secured around her and the safety bars
when she is on the toilet to prevent her
falling. [Client C] would also benefit
from a bed and chair alarm to alert staff
when she is trying to get out the chair
with assistance (sic). If any of these
suggestions require HRC (Human Rights
Committee approval it will be obtained
after this plan is reviewed by the
management committee.”" Client C's
above mentioned IDT meeting notes, ISP
and/or record indicated the facility's
nursing services failed to develop a
specific risk plan in regard to client C's
falls which indicated how facility staff
were to monitor/supervise client C while
in the bathroom to prevent potential falls
and/or injuries.

Confidential interview A stated client C
had fallen in the past, but had "no falls
lately." Confidential interview A
indicated staff were to be in the bathroom
with client C when she was in the
bathroom. Confidential interview A
stated "She can't stand on her own."

Confidential interview B stated when
asked how client C was to be
supervised/monitored in the bathroom,
"Help her in there. Help on commode.
Maneuver to sit down and hold onto gait
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belt. We come out and then she calls us
when ready. We go back in there and
help her up and hold onto gait belt."
Confidential interview B indicated client
C was to hold on to the safety bar in the
bathroom as well.

Interview with staff #4 on 1/14/15 at 7:35
AM indicated client C fell last month.
Staff #4 stated a staff was giving the
client a "sponge off. Turned to rinse
wash cloth off. She (client C) fell on
floor." When asked if client C had fallen
on the floor before, staff #4 stated "Quite
a few times, but not fallen on my shift."

Interview with Clinical Supervisor (CS)
#1, the QIDP and LPN #1 on 1/14/15 at
3:35 PM indicated client C was a fall
risk. When asked how the client fell off
the toilet, the QIDP stated "She leaned
forward and fell." The QIDP indicated
client C's IDT met and reviewed the falls
and made recommendations. LPN #1
and the QIDP indicated client C was to
see the PT on 1/15/15. The QIDP and
LPN #1 indicated the IDTs
recommendations to obtain a seat belt
and wheelchair/bed alarms had not been
purchased as they were waiting on the PT
evaluation to be completed. The QIDP
and LPN #1 indicated facility staff were
to stay in the bathroom with client C
when she was bathing and being toileted
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to prevent the client from falling. When
asked if client C's fall risk plan had been
updated, LPN stated "No." The QIDP
and LPN #1 indicated client C's mobility
risk plan and/or record did not indicate
how facility staff were to monitor client
C when in the bathroom to prevent
potential falls and/or injuries.
This deficiency was cited on 11/12/14.
The facility failed to implement a
systemic plan of correction to prevent
recurrence.
9-3-6(a)
W009999
W009999 This Standard was placed back in 02/20/2015
compliance during the PCR
survey. No correction is required.
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